
 

DIGITAL INNOVATION WEB BASED TRAUMA REGISTRY. 

To prepare, have your complete file, abstract, record, etc. to make it easier to refer back to information you may need for this process. 

Go to:  https://trauma.hhs.mt.gov/ 

 

 

Log on using your User ID: Capital letter of first name and Last name; password and your facility Collector 5 digit code. 

https://trauma.hhs.mt.gov/


 

 

 

 

Login using your assigned Name, password and facility 

 



  



The first screen you will see is the dashboard.  This allows you to get into the trauma registry on the “Registries” tab, view and manage reports on the 

“Reporting” tab, and if you have the rights for administration, you will see the admin module. You will also be able to change your password and access support 

on the “General” Tab. 

 

 



To enter a record, click on the Trauma Registry Link on the Registries tab.  You will get the “Loading” bar. 

 

  



Once the registry records are loaded, an age graph pops up letting you know how many records are in your system that are older than 45 days.   Click the X in the 

corner to close the Records Age Graph.  This is a cue to let you know you still have records open. 

 

  



A complete list of Active and Closed records should be revealed.  

 



Click on the Add button, then when the screen comes up to add the initial record info, i.e. Last Name, First Name, ED arrival date and Arrival Time.  You can 

either enter the date, or choose it from the calendar on the right of the field.  Be aware that your arrival time MUST be AFTER the Injury date and time, and also 

should follow the pre-hospital date and time.  These SHOULD be fairly close.    Press Add.

 

  



At this point, a screen appears that has tabs across the top.  Demographics, Injury, Prehospital, Referring Facility, ED/Resus, Providers, Diagnosis, Outcome, and 

QA Tracking. 

 

 

The first main tab  is Demographics.  There are 3 Tabs under Demographics, Record Info, Patient and Notes.  Record Info is the first tab.  The grayed out areas 

cannot be input into. Patient Arrival is the date and time the patient arrived in ED.  You can enter your med record # and the Acct. if different, and pat. Name.   

Trauma #’s are automatically assigned.  

 

 

  



The source of Trauma System Inclusion Designation has the following Criteria, besides what is on the list: 

#1 Is if YOUR hospital activated and  they arrived with EMS.  #2. Trauma Team Activation is used for walk-ins and drive ups that your trauma team was activated. 

#3 Is if you received the patient from another facility (will not happen very often) 4.  Transfer to Trauma Team would be used if an admitted patient was injured 

and need to be evaluated in the ED and the trauma team activated. If there was no Trauma Team Activation (TTA) it is a retrospective review (5).  / or NA  should 

not be entered as well as unknown or dead on scene. 

 

  



Include in Central Site should be checked if they meet Trauma Registry Inclusion Criteria.  If you are tracking other types of trauma (hip fractures) at your facility, 

click on NO. Click NEXT. 

 

  



The next tab under Demographics is Patient.  Enter All appropriate Data.  The SSN will allow 000-00-xxxx (the last 4 digits) 

 

 



 

 



 



 



 



 

 



Once the Zip code is input, the city, county, state and country, auto populate.  Click next

 

  



Add any notes about the Patient or demographics here 

 

Click SAVE.  Click Next 

  



INJURY TAB 

Under the Injury Tab, there are 3 sections; Injury Information, Mechanism of Injury and Notes. 

Enter the Injury Date and Time, tab to the next field which is Place of Injury. 

 

  



Here, you have a choice of Places.  

 

  



Specify with a narrative what happened. 

 

  



Specify any protective devices used.  If None, choose None.   

 

  



Click on Copy Patient Address. 

 

  



The next screen deals with work related injuries… the small button next to “work related” toggles.  Click until you get either Y, N, UNK, N/A, or blank.  Please 

complete this.  Do not leave blank. 

 

 

 



Your will be given several choices for Occupational Industry, scroll down and choose the appropriate entity.  This will not come up if Work Related is N.

 

  



Next, Choose the occupation, scroll down and choose the appropriate one.  

 

Click Save, Click Next  



The next tab is Mechanism of Injury, this is where you choose which e-code to use. 

 

  



Each E-code categories, to expand, click on the arrow and the subcategories will open.  Keep going until you find the one that you need.  

 

 

 



 

  



Once that Is Done, Enter the narrative specification, then the Injury type, i.e. blunt, penetrating, burns, anoxic.  

 

 

 

 

  



Choose the Injury Intent, i.e., Intentional, Self-Inflicted, Intentional-Assault, or Accidental. 

 

  



Input Injury Cause, choose from the list.  ATV is considered a 4.  Motorcycle  category.   

 

  



Enter any Notes about the INJURY that are needed. 

 

Click the SAVE button,  Click next  



PREHOSPITAL TAB  

Under the Pre-hospital Tab, there are 3 Tabs Scene/Transport, Treatment, and Notes. 

 

  



Was Pt Extricated?  If Yes, input time in minutes for extrication.  

Was the Trauma Team Activated by EMS?  Date  and time.  Ensure the date and time jive with the injury date and time.   Click ADD to input the EMS run times 

and under triage rationale the rationale use by EMS to activate the trauma team. It does not apply to patients brought in by EMS and the trauma team was not 

activated. 

 

 

  



Choose the Mode of transport.  If an EMS agency, you will have to choose and agency .  If the patient comes in by another means like private vehicle then choose 

private vehicle (6). 

 

  



A list of agencies will come up.  

  



  

Now scroll down and choose the EMS Agency 

 

 

 

 

 



 

  



Choose the type of report received. 

 

  



 

Enter the details about the Call 

 

If there was more than one EMS, Click the plus and add the next provider, if not, Click OK 

 



You will see the agency listed.

 

  



Enter the Triage Rationale that EMS has used to activate the trauma team. If the trauma team was not activated then this would be /not applicable. 

 

  



You can see the Triage Rationale  

  

Click Save. 

  



Enter the Date and Time of the recorded EMS Vitals 

 

 

  



Enter if there were;  Assisted Respiration (at what rate the patient is being assisted), or Intubation. Enter the Vitals and GCS.  Click OK. 

 

 

 

  



Enter NOTES here about the Pre Hospital Information.  

 

  



ED/RESUS TAB.  There are 5 Tabs under ED/RESUS; Arrival/Admission, Initial Assessment, Labs, Vitals, and Notes. 

Under Arrival/Admission, Choose the Admission Status.  

For the smaller facilities, use 5-full – most everyone on; 4-Partial if they have a surgeon /doc on; 3-Non-Trauma Service (no TTA but evaluated by ED provider). 

 

 

  



If a TTA, choose if any members were late or absent from the activation team.  Enter the Facility Arrival date and time, and the ED Departure Date and time.  This 

calculates ED Dwell time.  Enter the date and time EVEN IF they are transferred to another dept. within the facility.   Enter the Signs of Life.  

 

 

  



Choose the POST ED disposition.  There are several choices in the Drop Down Box. 

 

If transferring the patient to another facility like the Regional Trauma Centers or Area Trauma Hospitals it is documented as O Acute Care Hospital and then 

Admitting Service would be 1 Trauma.  These patients will be evaluated again their ED by their staff and if an activation their trauma surgeon. 

  



Enter the Admitting Service, Choose from the drop down box. 

 

 

 



 

  



INITIAL ASSESSMENT TAB 

Record;  time, Height, Weight, Temp, using the drop down boxes.  

 

 



Ensure that Paralytic Agents and Eye Obstruction are entered, and Vitals/GCS are entered.

 

Click Save, Click Next. 

 

  



LABS TAB 

Enter Alcohol Use Indicators from Drop Down Box, and Drug Use Indicators from Drop Down Choices.  If Alcohol is Yes confirmed by Test, then ETOH/BAC Level 

will allow for input if it is NO, than that is grayed out as indicated in the sample screen below. The next screen shows Alcohol Use.  Same  with Drug Use.  Then 

the Drug Screen area will become fillable. Choose from the drop down box.  

 
Remember the age of your patient.  Adults over age 21 legally intoxicated is 080 mg/dl and for patients under 21 years of age legally intoxicated is 020mg/dl. 

Prescription Drugs 3, patient needs to admit to use and have prescription, green card or it is know that medications were given by EMS or  ED staff prior to urine 

tox screen being obtained. 

  



Alcohol Use Indicator yes  

 

 

 

ED VITALS TAB 



 

 

 

 

  



NOTES TAB 

This is where you would input notes about the ED procedures, etc. Care done well or opportunities for improvement 

 

 

 

 

  



 

PROVIDERS 

 

 

 



 

 

  



 

PROCEDURES 

 

To input procedures, click on the ADD Button on the right for one procedure done at one time.  

 

 

  



If you do not know the procedure codes, you can click on the Lookup icon to the right of the procedure code box.  

Input the location of the procedure, from the dropdown box. 

 

 

  



Input the Start Date and time, and any pertinent notes.  Click ok or the Plus on the lower right corner. 

 

 



If you have multiple procedures with the same times, you can click on ADD MULTIPLE PROCEDURES Button

 

 

 

  



Input the location of the Procedures, the date and time of the procedures.  

 

  



 

Then enter the procedures below.  Click OK.  

 

 

 

  



 

You will see them listed on the larger list.  Click Save 

 

  



DIAGNOSIS 

 

Under the Diagnosis tab, there a 4 tabs: Injury Coding, Non-Trauma Diagnoses, Comorbidities, and Notes 

To Enter Injury Codes,  Free text your injuries line by line in the first box under tri-code.  Be as descriptive as you can but omit qualifiers of large or small.  

Then click the tri-code button and your codes will be displayed.  

 



 

Click Save, Click Next. 

  



Click Add to input any non-trauma diagnoses. 

 

 

Like alcohol intoxication 303.00 

Rhabdomyolitis 728.88 

 

  



To add Comorbidities, click on the Comorbidities tab.  

 

 

  



A list of Comorbidities appears.. click on one or more.  Then Click OK.  If none then document as none or if unknown then document as unknown. 

 

 

 

  



OUTCOME TAB 

This includes 5 tabs, Initial Discharge; Discharge Disabilities; If Death; Billing; and Notes.  A few of these tabs will be grayed out, depending on what is input 

on the initial Discharge Tab. 

 

  



Choose Discharge Status from Drop Down box.  

 

 

  



Note that since 6-Alive was chosen, the Discharge Disabilities Tab is now active.   Choose Overall Condition on Discharge from Drop down choices.  

 

If transferring the patient to another facility the general condition on discharge would be a ? unknown.  Most times we think we know how they will do but other 

times we don’t. 

  



 

 

If transferring to another facility it would be 6, acute care hospital and what town and why you are transferring to another facility.  I usually choose Trauma Care 

unless I know it is an isolated Neuro or Orthopedic injury 

  



Choose discharge Impediments if any. 

 

. 

  



DISCHARGE DISABILITIES TAB 

Pre-Existing  Most people are a 4-Independent and 2-permanent 

At Discharge: Adults if they go home, it is usually a 4 again but they are coded with crutches or a splint, it would be a 3.  If transferred it would be Feeding 1 

and 1, Locomotion if still in spinal immobilization, 2 and 1.  Expression if GCS is 15 -14, then 4 and 2 if intubated GCS LT 8 1 and 1.   

Enter discharge GCS 

 

Click Save, Click Next  



BILLING TAB 

Complete the Payor Sources. 

 

 



 

  



NOTES TAB 

Enter any notes pertinent to the OUTCOME 

 

 

 

Click Save, Click Next.  

  



CHECKING YOUR DATA INPUT 

In order to check your data with the system to catch anything that doesn’t add up, etc., click on the Check Button on the lower left corner. 

 

 

  



A dialog box will come up in red (pink) explaining the problem, and the screen/area that needs correcting.  Input the information and click recheck. Go to the 

next one.  

 

 

 

 



 

 

  



Once all of the corrections are made and validated, another dialog box will come up and indicate The the issues have been resolved.  Click OK 

 

 

  



The record will now show up on the list as closed.   To add another record, click Add.  

 

 

 

 

 

 

 

 


